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Alternative Payment Methodology 2 
 
Summary:  
Alternative Payment Methodology (APM) provides alternative payment methods to ensure that the Patient-Centered 
Primary Care Home (PCPCH) clinics have their resources necessary to transform their delivery system while also ensuring 
proper payment for services provided to IHN-CCO members as clinics transition from quantity to quality based payment 
models.  The ultimate goal of this pilot is to achieve greater than 80% of clinics receiving payment by an APM by 
12/31/2016. The APM workgroup provides guidance and strategy for spreading APMs to new clinics. 
 
A. Budget:  

 Total amount of pilot funds used: $1,742,542 

 Please list and describe any additional funds used to support the pilot.  
 

B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.  
 

Goal Measure(s) Activities Final Results 

Access Total combined count of 
PCPCH office visits and 
“touches” made by the 
clinic. 

All PCPCHs have invested in 
resources to create more 
access, and document 
touches. Examples include 
Registered Nurse Care 
Coordinators and Non-
Clinical Care Coordinators 
(Spanish speaking), and 
Health Navigators to create 
robust Care Teams 
focusing on holistic care, 
and focus areas such as 
pharmacy, nutrition, and 
screening for suicidality 

Clinics are reconfiguring 
clinical sites to create 
better processes and 
workflows, and other 
modalities to improve 
efficiencies for patients 
and staff, thereby 
improving access. 

All clinics combined 
resulted in a 44% increase 
in visits. 

65% of the clinics with had 
a positive increase in 
services provided.  

 

Quality of Care 

 

Count of Care Coordination 
“touches” captures in the 
Electronic Health Records 
(EHRs) and normalized by 
distinct number of IHN-
CCO patients assigned. 

Clinics are investing in 
Information Technology 
(IT)/EHRs to support 
documentation pathways 
and quality/performance 
metric monitoring and 
reporting, and equipment. 

Clinics are reconfiguring 

The majority of clinics put 
processes into place to 
start tracking these types 
of services. They are not 
yet consistently reporting 
these services to IHN CCO. 
Some clinics have also 
partnered with outside 
Community Health 
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clinical sites to create 
better processes and 
workflows, and other 
modalities to improve 
continuity of care, Care 
Coordination, Chronic 
Disease Management 
programs, and thereby 
improving access 
improving care 
coordination. 

Workers, and are tracking 
“touches” in this way. 6 out 
of 28 are sending in touch 
reports. 

 % of Eligible Providers (EP) 
who have achieved Stage 1 
or 2 Meaningful Use 
certification as 
appropriate. 

Clinics are developing 
electronic health records, 
IT support for population 
health, and quality 
performance reporting, 
and meaningful use. 

The State reports were not 
available at the time this 
was due.  

 Performance in the IHN-
CCO metrics. 

Clinics are developing IT 
infrastructures that 
capture the data necessary 
for improving metrics, 
including but not limited to 
the CCO Metrics, and 
MACRA/MIPS metrics. 

See table below for final 
outcomes on the CCO 
metrics. 

Utilization 

 

 

Count of ER visits. Clinics are collaborating 
with Emergency Room (ER) 
and Hospital departments 
as well as creating 
Intensive Care Team 
meetings for high ER 
utilizers.  

All clinics combined 
resulted in a 5% decrease 
in ER services, and 48% of 
all clinics reported 
improvement. This is 
measured differently than 
the CCO metric listed 
above. It does include ER 
with a primary diagnosis of 
mental health, whereas the 
CCO state metric does not.  

 Count of assigned IHN 
patients seeking outside 
PCP services (“leakage”). 

Major Primary Care 
Physician (PCP) roster 
cleanup has been 
accomplished as well as 
processes for 
communicating ongoing 
changes. Clinics have 
assigned designated 
resources for PCP 
assignment management, 
and outreach. 

All clinics combined 
resulted in a 53% decrease, 
and 55% of all clinics 
reported improvement. 

 Count of Mental 
Health/Behaviorist visits 

Clinics are investing in 
Psychiatric-Mental Health 

All clinics combined 
resulted in a 204% 
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Nurse Practitioners, 
Licensed Clinical Social 
Workers, and Behavioral 
Psychologist’s to grow 
integrated mental health 
and behavioral health 
access 

increase, and 77% of all 
clinics reported 
improvement. 

 Count of Preventive 
services 

In addition to creating 
better access, some clinics 
are providing community 
education, and prevention 
in the schools 

All clinics combined 
resulted in a 175% 
increase, and 90% of all 
clinics reported 
improvement. 

Overall, the goal and 
metric for success of this 
proposal is to have greater 
than 80% of members 
assigned to PCPCHs 
receiving an APM 
reimbursement payment 
by 12/31/2016. This 
incentive provided to the 
PCPCHs will allow for 
PCPCHs to put workflows 
in place to meet 
performance metrics and 
patient engagement 
requirements of a PCPCH. 

 

Distributed funds by June 
2016 in three phases 
provider clinics. 
 
All funds were received are 
being put to use. 
 

None to report.  
 

94% of IHN CCO members 
are assigned to a PCPCH on 
an APM.  

Each clinic that moves to 
an APM, outcomes will be 
established similar to the 
outcomes in the three 
clinics that have already 
adapted an APM.   

    

Utilization 

 

 

Count of inpatient visits. Clinics are collaborating 
with Hospital departments 
as well as creating case 
management and ICT’s to 
address patients, and to 
wrap services around 
discharges. 

All clinics combined 
resulted in a 6% increase in 
inpatient stays.    

Cost Did the total cost of care 
decrease for patients 
assigned to PCPCHs in year 
1?  

 Pharmacy costs increased 
by 15%. 

Medical costs increased by 
6%. 

Combined Total increase of 
7%. 
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C. What were the most important outcomes of the pilot? 

Providers have made the shift to quality based payment models beginning 2017, and continue to support the 
transition to a fully integrated, enhanced model. Providers are receiving performance scorecards, and the data to 
support them in continuing to achieve the goals of the CCO and Triple Aim. Providers have built, and continue to 
enhance their clinics in alignment with medical home concepts, such as integrated mental health, and integrated 
traditional health workers to be able to focus on performance. Provider clinics, overall decreased ER visits by 5%, 
were able to improve performance in 7 out of the 8 CCO metrics, and met the CCO improvement targets for 5 out of 
the 7 metrics. Providers focused on reconciling member assignment lists and were able to improve the rate of 
members seeking services to other PCPs that were not their PCP by 53%, and increased access to services in the 
medical home, and in mental health services.  
  
See the attached report on the details of the clinic outcomes. 
 

D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of 
care; and lowering or containing the cost of care?  
Providers were successful in gaining positive results in 12 out of the 14 metrics we measured them on that would 
indicate improving health, increasing quality, reliability, and availability of care; and lowering or containing the cost 
of care. Members are being managed at the right place at the right time, and have substantially increased the 
receipt of preventive medicine. Four outcomes that support that statement include, ER visits decreased by 5%, 
preventive services increased by 175%, behavioral services increased by 204%, and access increased by 44%.  
 

E. What has been most successful?  
Clinics have integrated other services into their clinics such as mental health, and traditional health workers. Clinics 
are focusing on EHR functionality and the ability to aggregate data to be able to use to determine targets. Their 
PCPCH models are very high functioning, and are allowing them to more easily transition to be able to report and 
monitor CMS MIPS requirements, which include CCO metrics.  
 

F. Were there barriers to success? How were they addressed? 
Benefit management decisions that are barriers for providers, such as prior authorization requirements on 
medications and physical therapy have been challenging. 
A lot of time is being spent in understanding the complexities of data related to metrics, and putting workflows into 
place to help with reporting outcomes. It is very manual on both sides. Engaging with every single clinic to ensure 
understanding and priorities did not happen across all clinics.  
Making change requires engagement by the payer and the providers and administration, resource constraints are 
still  inhibiting the deployment of resources necessary to facilitate effective engagement, and operationalize current 
strategies for transformation. 
Provider roster management has been difficult. Ensuring that providers in our system are always current at each 
clinic.   
Providers are still struggling to make the time to reconcile and manage their PCP attribution reports efficiently. It’s a 
very time consuming process, and due to the challenges with accurate contact information, providers get frustrated 
that they have members assigned, but cannot get a hold of them to manage them.  
 

G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 
scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under 
certain conditions like size, target population, etc.)  
The pilot would be easy to replicate if the funding was available. The goal of the pilot was to reimburse providers to 
have some funds to help transform their delivery models in preparation to contract with IHN CCO in the form of an 
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SBIRT
Developmental 

Screen

Adolescent 

Wellcare

Children in 

DHS 

Custody

Effective 

Contraceptive 

Use

Ambulatory 

ER***

Colorectal 

Cancer 

Screen

Prenatal 

Care

All Clinics Combined 87% 44% 24% 9% 15% 7% 27% 71%

% of Reportable Clinics 

Showing Improvement 97% 57% 70% 50% 73% 26% 89% 96%

Quality of Care

alternative payment model. This goal was achieved, and replicating the alternative payment models and 
implementing the new contracts is easily scalable. We have minimized the time to create the models and implement 
the contract effective date to approximately 2 months. 
 

H. Will the activities and their impact continue? If so, how? If not, why?  
The APMs will continue as will the transformation of the medical homes when it is determined that change is 
necessary to better achieve the goals of triple aim, and to work more efficiently in the medical home. 
 

ATTACHMENT A: Clinic Outcomes 

 


